Healthcare

APS

(EC)

equalitycare

Provider Facsimile for Referral

Reicl R FAX # 888-245-1928
Patient Name: Date of Referral:
Address: Referred by:
City: Provider Address:
State: Tax |ID#
Zip Code: FAX #
DOB: Phone #:
Phone (W): (H): Facility Name:
Recipient |D#: Primary DX:
Secondary DX:
Current Issues:
Primary Care Physician:
Phone Number:
Physician Specialist (if applicable):
Specialty: Phone:
Reason for Referral:
Expectations:
Other:
If an Obstetrical Referral pleaselist: EDC: Gravida: Para:
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APS Headlthcare Toll-Free #: 1-888-545-1710
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